Transgender populations experience mental and physical health disparities compared to nontransgender populations, including nonsuicidal self-injury (NSSI). Guided by the minority stress theory and Nock's model of NSSI, this study explored perspectives of transmasculine spectrum people (i.e., people with a gender identity that is man, male, transgender man, genderqueer, or nonbinary and who were assigned female at birth) who engage in NSSI. Qualitative interviews were conducted with transmasculine spectrum people (N ϭ 18) who reported a history of NSSI. Their mean age was 24.9 years old (SD ϭ 5.43, range ϭ 17-38). Participants reported that NSSI was influenced by a variety of factors including stress from gender nonconformity in childhood and adolescence. Stigma related to minority status and identity as well as proximal minority stress processes of concealment and expectations of rejection were identified as contributing to NSSI. Transgender identity development tasks such as coming out and identity exploration also appeared to affect NSSI. Finding a community of peers who engage in NSSI was helpful in mitigating social isolation, but at times reinforced NSSI. We discuss clinical implications at the individual and family levels. Interventions to reduce NSSI among transmasculine-spectrum people should include facilitating connections with gender minority peers and providing individual support and family interventions to facilitate transgender identity development.
depression (44%) and anxiety (33%) as compared to community norms (Bockting, Miner, Swinburne Romine, Hamilton, & Coleman, 2013) . Other health disparities include substance abuse (Hotton, Garofalo, Kuhns, & Johnson, 2013) , cigarette smoking (Conron, Scott, Stowell, & Landers, 2012) , HIV infection (Herbst et al., 2008) , and nonsuicidal self-injury (NSSI; Clark et al., 2014; Connolly, Zervos, Barone, Johnson, & Joseph, 2016; Jackman, Honig, & Bockting, 2016) .
Given the public health importance of promoting health equity in disadvantaged groups, sexual and gender minorities, which includes TGNC people, were recently designated a health disparities population for National Institutes of Health research (Pérez-Stable, 2016) . A theoretical framework for understanding health disparities among this population is the minority stress model (Hendricks & Testa, 2012; Meyer, 2003) , emphasizing the impact of additional chronic stress associated with having a societally stigmatized identity. The model distinguishes between distal and proximal minority stress processes. At distal levels, observable events such as harassment, violence, or discrimination lead to expectations of rejection, which contribute to proximal processes such as concealment of minority identity and internalized transphobia (defined as discomfort with one's transgender identity due to internalizing society's negative attitudes about transgender people; Bockting, 2002) . Recent research findings support the deleterious effects of minority stress on TGNC people's health, and have identified a number of protective factors, including peer support, family support, and identity pride (Bockting et al., 2013; Jackman, Dolezal, & Bockting, 2018; Pflum, Testa, Balsam, Goldblum, & Bongar, 2015; Rood et al., 2016; . In addition, structural stigma (i.e., stigma due to sociocultural conditions and institutional policies; Hatzenbuehler & Link, 2014) has been associated with suicide attempts in a national sample of TGNC people where lower levels of structural stigma were associated with fewer lifetime suicide attempts (Perez-Brumer, Hatzenbuehler, Oldenburg, & Bockting, 2015) . Qualitative research with transgender youth of color has highlighted resilience in the face of multiple sources of stigma (Singh, 2013) , which may include finding a community of people who affirm their gender identity, having support from family and friends, and defining their gender identity in their own terms (Singh, Meng, & Hansen, 2014) .
NSSI refers to intentional direct harm to the body's surface without intent to die (Nock, 2010) . NSSI is increasingly a focus of clinical and research attention as indicated by its inclusion in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders, fifth edition, (DSM-5) in the section Conditions for Further Study (American Psychiatric Association, 2013) . The DSM-5 proposes criteria for NSSI disorder which describe the frequency, duration, severity, and motivations for the behavior. The aim of the current study is to investigate NSSI behavior, which should shed light on these and other characteristics of NSSI among TGNC people since this is recognized as an understudied area .
Among the general population, the most common form of NSSI is cutting the skin using a knife or razor, typically on the forearms or legs. Other common types of NSSI include burning, picking, or scraping the skin, or hitting oneself (Nock, 2009) . The onset of NSSI is usually around age 12-14 (Nock, 2010 ). NSSI appears to be increasingly common as evidenced by the rising numbers of adolescents presenting to emergency departments and being treated for self-inflicted injuries (Cutler, Flood, Dreyfus, Ortega, & Kharbanda, 2015; Olfson, Gameroff, Marcus, Greenberg, & Shaffer, 2005) . Data from several large samples of adolescents and young adults show that NSSI is more common among girls than boys (Bakken & Gunter, 2012; Bostwick et al., 2014; Whitlock et al., 2011; Zubrick et al., 2016) . Although NSSI was traditionally considered pathognomonic of borderline personality disorder (American Psychiatric Association, 2013) , evidence shows that it is common in clinical samples alongside a wide range of mental health disorders as well as in community samples (LloydRichardson, Perrine, Dierker, & Kelley, 2007; Nock, 2010) . NSSI predicts suicide attempts more strongly than depression, anxiety, impulsivity, or borderline personality disorder (Klonsky, May, & Glenn, 2013 ).
Nock's theoretical model of NSSI (Nock, 2009) proposes that self-injurious behavior is maintained by its regulation of an individual's affective experience or social situation. The model describes risk factors for NSSI such as adverse childhood experiences and genetic predisposition. The model proposes that interpersonal and intrapersonal vulnerability factors affect one's response to stressful situations. NSSI-specific vulnerability factors, including the social learning hypothesis, self-punishment hypothesis, social signaling hypothesis, pragmatic hypothesis, pain analgesia hypothesis, and implicit identification hypothesis are proposed to explain why some people engage in this behavior while others in similar circumstances do not. The theoretical model of NSSI suggests that combined predisposing, interpersonal, intrapersonal, and NSSI-specific factors may result in NSSI.
This study is guided by Nock's theoretical model of NSSI (Nock, 2009 ) and Meyer's minority stress model (Hendricks & Testa, 2012; Meyer, 2003) . We incorporated aspects of both of these models as the theoretical basis that guided the present study because both models consider factors proximal and distal to the individual which influence health outcomes. As discussed above, the minority stress model demonstrates how the chronic stress of stigma and discrimination due to sexual and/or gender minority status or identity negatively affects health outcomes, in this case, NSSI. The minority stress model also proposes resilience factors including coping and social support that may contribute to better health. Together, these two models formed the theoretical basis that guided the present study.
Qualitative research about NSSI among sexual minority populations has highlighted multiple contributing factors including bullying or harassment, feeling that one deserves punishment for being different, stress related to concealment of identity, and anticipated discrimination by health care providers related to both NSSI and sexual minority status (Alexander & Clare, 2004; DiStefano, 2008; Scourfield, Roen, & McDermott, 2008) . Although NSSI appears to be even more prevalent among gender minorities compared to sexual minorities (Jackman et al., 2016; Marshall, Claes, Bouman, Witcomb, & Arcelus, 2016) , research aimed at understanding what contributes to NSSI among TGNC people is limited. In a study of children ages three to 12 years, children who were referred to a specialized clinic for gender-related reasons were at increased risk for self-injurious behaviors compared to nonreferred children (Aitken, VanderLaan, Wasserman, Stojanovski, & Zucker, 2016) . The most common type of NSSI among TGNC people appears to be cutting, and there is some evidence that TGNC individuals may think about harming genThis document is copyrighted by the American Psychological Association or one of its allied publishers.
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dered body parts, such as breasts or genitals, that they feel do not align with their gender identity (Skagerberg, Parkinson, & Carmichael, 2013) . Transmasculine spectrum individuals are more likely to engage in NSSI than transfeminine spectrum individuals, and individuals with nonbinary gender identities (e.g., genderqueer, bigender, gender fluid) appear to be especially vulnerable (Claes et al., 2015; dickey, Reisner, & Juntunen, 2015; House, Van Horn, Coppeans, & Stepleman, 2011; Skagerberg et al., 2013) . Among TGNC adults, NSSI has been found to be associated with body dissatisfaction, lack of support from family members, and psychopathology (Claes et al., 2015) . Lacking in these studies is a qualitative description of NSSI among TGNC people to help us understand why these groups report higher rates of NSSI than other populations. Foundational qualitative work is needed to explore meanings and illuminate mechanisms of NSSI in this population. Therefore the objective of this study was to explore the experiences of transmasculine spectrum individuals (i.e., people with a gender identity that is man, male, transgender man, genderqueer, or nonbinary and who were assigned female at birth) who report NSSI. We sought to address the following research questions: (a) How do transmasculine spectrum people experience NSSI? (b) How is NSSI related to participants' transgender identity? (c) How does NSSI relate to resilience in this group?
Method
This study was approved by the Institutional Review Board of the New York State Psychiatric Institute/Columbia Psychiatry.
Participant Recruitment and Inclusion Criteria
A purposive sample of transmasculine-spectrum participants (N ϭ 18) was recruited from a large cohort of TGNC individuals (N ϭ 332) enrolled in an existing longitudinal study of transgender identity development across the life span (Project AFFIRM, PI: Walter Bockting). Participants were enrolled in this larger study via venue-based recruitment followed by quota sampling in New York, New York; San Francisco, California; and Atlanta, Georgia. Recruitment venues included commercial establishments and public spaces, events (e.g., Pride festivals), groups (e.g., community groups), online (e.g., Facebook), transgender-specific health care clinics, and word of mouth. Health care clinics included those providing gender-affirming medical care; clinics primarily focused on mental health were excluded as mental health and wellbeing are the main outcomes of the larger study. Quotas were based on age and sex assigned at birth while maximizing racial and ethnic diversity. The larger study's quantitative instrument contained questions on a wide variety of topics including identity development, stigma, minority stress, social support, mental health and wellbeing, and included 16 items about NSSI.
Eligibility for the current, qualitative study of NSSI was defined by (a) gender identity of man, male, transgender man, genderqueer, nonbinary, or another identity; (b) female sex assigned at birth; (c) age between 16 and 39 years old; (d) having engaged in NSSI; and (e) fluency in English. Participants were purposively sampled so that half the sample consisted of people who reported NSSI within the last year and the other half reported a history of NSSI, but no NSSI within the last year.
Instrument
Through an iterative process guided by our theoretical framework, a semistructured interview was developed (see Appendix). Domains included descriptions of NSSI (e.g., "How did you harm yourself?" "What did you use?" "Where on your body?"), functions of NSSI (e.g., "How did you feel before you harmed yourself?" "How did you feel afterward?" "What did you do afterward?" "Did anyone ever find out about what happened?"), resilience (e.g., "In moments when you thought about hurting yourself, have you ever thought about doing something else instead?"), and relationship of NSSI to TGNC identity (e.g., "Do you think being transgender may be related to self harm for you?" "If so, in what ways?").
Procedures
Participants who met our eligibility criteria were contacted using their preferred method, most often phone or e-mail. After a brief explanation of the purpose and procedures of the current study, a qualitative interview was scheduled for those who agreed. In-person interviews were conducted by the first author in English at a dedicated university office between August 2016 and January 2017. Interviews were audio-recorded and professionally transcribed by an independent transcription service. Participants were compensated $50 in cash. The length of interviews ranged from 33 to 92 min, with an average of 49 min. There were no adverse events arising from any of the interviews. Many participants expressed appreciation for having a forum to talk about NSSI because they reported they rarely had the opportunity to speak about it and they felt NSSI should be more openly discussed.
The interviewer took field notes and wrote reflections after each interview, and discussed these with members of the research team. This included debriefing with members of the team who were not directly involved in data collection or analysis throughout the study period, enhancing credibility. As transcripts became available, the interviewer read through them to identify preliminary emerging themes. These themes informed subsequent interviews through modification of the interview guide to further probe topics that arose from earlier interviews. For example, participants in early interviews frequently brought up types of self-harm behaviors that are not included in the definition of NSSI, such as misuse of alcohol or medication; questions probing these domains were then asked in later interviews. Data saturation was reached after no new information emerged from the interviews. Table 1 presents the sociodemographic and identity characteristics of the sample that participated in the qualitative interviews about NSSI. The mean age was 24.9 years old (SD ϭ 5.43, range ϭ 17-38). The sample was diverse in race/ethnicity and gender identity, and included people who identified as male, transgender man, gender nonconforming, transmasculine, bigender, genderqueer, nonbinary, gender creative, and gender fluid. Nearly half of the participants were students (n ϭ 8) and half reported annual personal income less than $12,000 (n ϭ 9). Participants reported varied educational levels; half of the sample reported less than college level education (n ϭ 9) and half reported having completed college or graduate level education (n ϭ 9). This document is copyrighted by the American Psychological Association or one of its allied publishers.
Participants
During the qualitative interviews, participants reported onset of NSSI between 4 and 19 years old, with the majority starting between 12 and 14 years old. Most participants reported learning about NSSI from a friend or peer who engaged in self-injurious behavior. The most common form of NSSI reported in this sample was cutting on the arms using a razor or other sharp instrument, such as scissors or the end of a paperclip. The majority of participants reported engaging in two or more methods of NSSI including scratching the skin, hitting oneself, hitting a wall with a body part such as hand or head, burning the skin, pulling hair, and picking or biting one's fingers to the point of drawing blood. Participants reported self-injury to various body parts, including gendered body parts, which included thighs, chest/breasts, stomach, or hips; no participant reported self-injury to their genitals. Most participants described multiple motivations for NSSI with the most commonly reported motivation being to cope with intense or overwhelming feelings of anxiety, anger, or sadness. Other commonly reported motivations included for distraction or redirection, coping with feeling "numb," "detached," or dissociated, for interpersonal reasons ("be cared for" or express pain to others), self-punishment, or to avoid suicide. All participants except one reported engaging in other types of health risk behaviors in addition to NSSI, which they reported served a similar purpose to NSSI. The most commonly reported behaviors were excessive alcohol consumption, misuse of medications (prescribed and overthe-counter), smoking cigarettes, or eating disorder behaviors. Other less commonly reported harmful behaviors included forgetting to eat, not showering, not caring for one's body, putting oneself in dangerous or risky situations, or overexercising to the point of feeling pain.
Data Analysis
Interview transcripts were uploaded in Dedoose Version 7.5.9, a web-based qualitative analysis software, and a directed content analysis (Hsieh & Shannon, 2005) was performed. Directed content analysis is an approach which makes use of existing theories to frame the research questions and aims to further develop knowledge based on a particular theory or theories. This analytic approach was chosen because most of the research about NSSI among transgender people lacked a theoretical foundation. Use of Nock's theoretical model of NSSI and Meyer's minority stress model allowed us to focus our research questions and analysis, aiming to illuminate both vulnerability and resilience to inform future research and the development of tailored, evidence-based interventions.
Three researchers started by independently reading one transcript at a time to create and assign codes, which they then discussed in team meetings with the purpose of identifying themes and subthemes arising from the transcripts. Subsequently, codes were grouped into categories reflecting themes, which were patterns of meaning that participants used to describe their experiences of NSSI. These steps were repeated several times in an iterative process. The final codebook consisted of 17 themes with the number of codes per theme ranging from five to 30. Table 2 presents the list of themes with the number of codes associated with each. Once the codebook was finalized, the entire data set was coded accordingly. The second and third authors each coded half of the transcripts and the first author coded a portion overlapping both of the halves. Coding took place independently and questions arising during the coding process were reviewed in biweekly team meetings where discrepancies were discussed until consensus was achieved. Using Dedoose's testing function, selected segments of transcripts were coded by investigators independently to assess interrater agreement, which resulted in ϭ 0.82. The coders kept Note. NSSI ϭ nonsuicidal self-injury. This document is copyrighted by the American Psychological Association or one of its allied publishers.
an audit trail of decisions made during the creation of the codebook and the process of coding interviews to enhance dependability.
Results
This section describes the themes identified during data analysis of the interview transcripts. The themes include adverse early life experiences, gender nonconformity, concealment and expectations of rejection, nonbinary identities, coping and social support, experiences of coming out, and finally, finding community.
Adverse Early Life Experiences
Almost all participants reported adverse early life experiences including physical, emotional, and verbal abuse from parents or other adults. Other home-and family-related stressors were also commonly reported, including divorce, child custody disputes, single-parent families, loss of family members due to divorce or death, and changing residences frequently. Finally, a third of participants reported family history of mental health disorders or substance abuse.
Gender Nonconformity
Participants experienced criticism and hostility from family members and other adults about gender nonconforming behavior and appearance, which in many cases, compounded their experiences of early life adversity. Participants spoke about being criticized for the way they dressed, the way they acted, their hairstyle, their interests, or their physical appearance. The pressure to conform to gendered expectations for their sex assigned at birth often started in childhood and increased as they entered adolescence. For example, one participant spoke about being told, as early as age 6, that his interests were not considered appropriate for his assigned gender:
So I liked typically boy things but when I did express it I was told that that's not what girls do. I remember just keeping quiet about a lot of things that I naturally gravitate toward because I knew it was not right. (Participant 13, age 33) Half of the participants reported that they had been more accepted as "tomboys" as children, but as they approached puberty, parents and other adults who believed they should start dressing and acting in a more feminine manner increasingly criticized their gender expression: "Like, 'Okay, like, the tomboy thing was cute but now you need to femme up'" (Participant 8, age 27). This participant went on to describe how as a teenager they (pronouns in the text are pronouns used by participants for themselves) preferred to wear "baggy pants and baggy shirts." However, a friend's mother who did not approve of that style of dress took them to a clothing store to buy women's clothing:
And, um, I could not leave until I bought a pair of woman's jeans. And it was . . . like, I remember, like, just . . . like, I felt like I wanted to cry and, like, vomit simultaneously because I just, like, didn't feel comfortable in, like, really tight pants. (Participant 8, age 27) Another participant described his mother's reaction to his masculine gender presentation when he was a teenager as follows:
It was just a lot of things like she would never outright say, "You seem queer." It was just "You do not look pretty." One time there was an instance where I thought that I could get away with buying a suit for a family event instead of wearing a dress. And she just absolutely freaked and it was like "You know people talk about you. They think you're confused." (Participant 16, age 23) Even into adulthood, participants reported experiencing pressure to dress in ways that were considered consistent with their sex assigned at birth. For example, one participant described how a staff member at a community center pressured him to dress in a more feminine manner: "I've had staff say something to me like . . . a staff said that I should dress more feminine because that's how God wants me to dress" (Participant 5, age 33).
Concealment and Expectations of Rejection
All participants reported concealing their gender minority identity, concealing NSSI, or concealing both at various points in time.
Factors that led to concealment included rejection or denial after initial coming out experiences, which led to expectations of future rejection. One participant discussed the effect of rejection by his mother on coming out and NSSI as follows:
I saw my mom responded to how I came out to her so I didn't really want to tell anybody, whether that was a teacher or a counselor or friends. Cause I was, like, well if the person that loves me and the person that gave birth to me is acting like this, I do not want to know what a stranger or a friend would, how, how they would respond. So around that time I actually started cutting. (Participant 9, age 21)
Another participant initially came out as bisexual, which led to rejection and abuse from his parents. He described how having experienced this negative reaction prevented him from disclosing his transgender identity to his parents, which in turn, affected NSSI:
But I knew that I was never going to be able to come out [as transgender] to my parents. So, I just kind of stayed quiet about it, but that's when the self-harm started again because I was hiding another thing and I was still feeling really bad, and my dad was still being the same. My mom was still being the same. So, I started self-harming again. Um, and I started off small, like you know, one like small cut turned to a lot more. (Participant 10, age 22) Concealment of stigmatized identities and behaviors was common among participants, with concealment of TGNC identity and NSSI compounding one another, further perpetuating NSSI.
Nonbinary Identities
Participants reported difficulty coming to an understanding of their gender identity, and they also faced lack of comprehension from other people about gender identities outside of the binary of man/woman. One participant indicated that societal lack of familiarity with nonbinary identities added to stress: So it's stressful and it's . . . it's like feeling like dysphoric and not being able to talk about it or feeling like they keep calling me "she" and I really do not like it and it's like frustrating that I want to correct them and I cannot because not only am I . . . do I not identify as a man, I identify as nonbinary, so they really (laughing) just do not understand that. Like my parents do not really have that concept down. My This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Additionally, participants whose gender presentation varied, for example who sometimes dressed in a feminine manner and at other times in a masculine manner, reported feeling pressure to conform to gender expectations congruent with their sex assigned at birth. For example, one participant expressed the stress from people's reactions to his changing gender presentation as follows: "'Oh, he's switched back.' And stuff, 'Why are you switching? Why you switch back? Why are you dressing like that?'" (Participant 5, age 33). Participants with nonbinary gender identities or fluid gender expression reported experiencing additional stress from a lack of societal understanding and recognition of these gender identities and expressions as valid, which at times contributed to NSSI.
Coping and Social Support
When faced with lack of support, rejection, or abuse, participants described resilience through self-reliance. Almost all participants expressed that NSSI was a way of managing their emotions or affirming their autonomy. Several participants described NSSI as a way of "taking care" of themselves. They described NSSI as a solitary activity conducted in a responsible way (e.g., by cleaning the skin before and after self-injury, covering it with a bandage if needed), and they usually did not tell others about it. In an environment with little support and few resources, participants described NSSI as a simple and effective way to deal with stress or aversive emotional states. As one participant stated, And kind of within myself realized that, like, I do not particularly feel shame or guilt or anything [about NSSI]. Like, I found a thing that helps me and, you know, ideally, you know, someday there would be a planet where I do not have to do that but as of, like, the situation that I'm in now this is the best way for me to survive and that I can do a lot more good, you know, alive than dead so I if I can keep pushing and, like, get done what needs to get done, you know, then I do not . . . I shouldn't have to feel shame for that. (Participant 1, age 21) Some participants recognized that their need for self-reliance was related to difficulty expressing emotions or asking for help from others. For example, one participant explained why he does not reach out to friends when feeling upset: "But I'm just not used to asking or talking if I need something. Or I don't want to seem weak or like I'm complaining" (Participant 15, age 21). Some participants did not want to rely on other people for help because they felt betrayed or let down by those close to them:
Interviewer:
Is there anything that you wish other people would do to help you avoid self-harm? However, not all participants were reluctant to reach out for help. To the contrary, four participants explained that for them, NSSI was a means to seek support from peers or attain access to resources not previously available to them, such as mental health care. For example, one participant described reactions of his peers in middle school to seeing self-inflicted cuts on his forearm: "I just remember I liked the feeling of my friends like taking care of me and like putting like band-aids on, stuff like that" (Participant 15, age 21). He went on to say, I guess maybe them taking care of me showed me they cared. So, and then after that, you know, we became close friends and stuff like that. So I didn't have to [self-injure again] because I already knew that they were there or I had friends. You know for maybe like for the first time I had friends that was ongoing for a decent amount of time. (Participant 15, age 21)
Another participant with long-standing anxiety and depression reported that revealing NSSI to a trusted school teacher helped him access mental health treatment: I didn't know how to say it. Because I had never like uttered the words out loud before. So I was just . . . And like he's [teacher] trying to figure it out. He was like, "What?" Like "What are you saying?" So then I think I just said it. I was like, "I cut myself." And he was like, "What?" And then he was like, "You know I'm not allowed to keep that to myself. Like I have to tell someone." And I was like, "Yeah. Okay. Whatever." I'm like, "Okay. Fine." And I just told him how I had been feeling and like everything that was going on. And then I started seeing the counselor at the school. (Participant 17, age 20)
Experiences of Coming Out
While some participants reported understanding their gender identity from a young age, the majority of participants in this sample came to understand their TGNC identity in adolescence or young adulthood. More than half of participants reported first identifying as a sexual minority (e.g., queer, bisexual, lesbian) prior to identifying as a gender minority. Participants reported stress from not understanding their gender identity, which they felt contributed to NSSI: I think that it's . . . because it can be such a confusing process for people coming out, and there are still, and especially in the past, have been so few resources for trans youth and people who are struggling or people who do not exist within the kind of classic narrative of, like, you know, "Child, do you like to play with a different kind of toys?" And, you know, ask like, "Mommy, when am I getting, like, this other set of genitals?" Like, people who exist outside of that narrative also have so few resources and so little understanding of their experiences that, like, I think that self-harm feels like a logical place to turn when This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Um, she didn't talk to me for a couple of days and I was like, Ok, I'm gonna give her some space, you know, it's better than, you know, anything else at the time. And then, um, one day she was cooking and I was like, "Hey mom, what are you cooking?" and she turned around and she's like, "Oh, I don't cook for faggots," and I was like, "Um, I'm not a faggot but OK." You know, if you're gonna insult me I'd prefer you to use a proper term, you know. Um, so she didn't talk to me. Then she'd be like, "Oh, go ask your mother to cook for you. You're adopted." Like, she used to say some real hurtful things. (Participant 9, age 21) Others shared experiences of their identity being denied by adults or peers when they came out. For one participant, the adult who denied their identity was their therapist:
I was referred to this therapist at one point and I told her, like, I'm bisexual and her response was, "No, you're not." And it was like, "Well, I guess this is the last time I talk about this." So, like, I was like, "Well, like, there's, like, really no safe place to, like, talk about some of these feelings that I'm having." (Participant 8, age 27) One participant shared that coming out to their parents took multiple times before the reality of their disclosure sank in:
At first I wrote them a letter and I mailed it to them, and then they, like, kind of wanted to have, like, a sit-down conversation about it, and they were like, "You're not trans. Maybe you're just a bit lesbian." Like, "You're not . . . but you used to wear dresses, like, but you like girly things." And I was like, "That's not how gender identity works." Um, and so they were in, like, a lot of denial. (Participant 14, age 24) A negative reaction led this participant to conceal his identity after he had already come out, or to go "back in the closet":
Because when I did realize I was trans; that was toward the end of my junior year. And the only person I told was her [my mom] because I was like I need to see a gender therapist. And she was like, "No way! No how!" She was like, "I don't get this! I don't like it!" And then she was like . . . I approached her like a week later and she was like, "I can't sleep. I keep thinking about this." She was like, "This is terrible." Like, "This was awful." So that part of me that decided that like I was going to be openly trans, I didn't tell anyone still. I just like went super back in the closet. Like I went way down. (Participant 17, age 20) Participants also described coming out as a person who selfinjures. The reactions they received were often similar to the reactions received when coming out as a sexual or gender minority, and included denial, rejection, disbelief, and victimization. Discussing his mother's reaction when she found out that he had been self-injuring, one participant stated, Um, well, my mom at first didn't say anything, so I thought that she had just like forgotten or hadn't actually paid attention. Um, but a few days later, she started yelling at me about how stupid I was and all this stuff, and then, um, beat me with a broom. (Participant 10, age 22)
Finding Community
Participants reported joining communities that were based on TGNC identity or based on the identity of someone who engages in NSSI. Some participants found community in person, but more commonly, communities were found online. Over half of participants mentioned using social media such as Facebook, Tumblr, YouTube, online journals, and instant messaging to connect with TGNC peers and people who engage in NSSI. A community of TGNC people was usually experienced as supportive and beneficial. Communities based on NSSI could also be experienced as supportive, but, at times, appeared to reinforce or exacerbate the behavior. Describing their experience talking about NSSI with a friend who also engaged in NSSI, one participant reported, "Um, at first it [NSSI] was definitely a bonding thing . . . Because it was a shared secret. And secrets are a good way to bring people together" (Participant 6, age 24). Expressing both the sense of belonging and the effect of connecting online with others engaged in NSSI, another participant said, During high school and, um, some of the earlier years of college, I was, um, I was, like, very involved in, like, Tumblr. Um, and I got into, like, these weird, like, sub communities of self-harm, like, people who self-harmed. And it was very . . . And it was like cathartic to make me feel like I was not alone in what I was going through, and there, like, other people who understood. But it was also . . . In a lot of ways, it, like, egged me on. And did like . . . I, like, learned about strategies for, like, hiding things and making scars heal and, like, coming up with excuses for things. And, like, what to use to, like, cut yourself, like, more, like, severely and, like . . . It was bad in general. It was overall bad, um, and not a good space, but it was also . . . It felt like it was the first time . . . It was the first time I felt like I was understood by other people who were, like, dealing with the same thing I was dealing with. (Participant 14, age 24) Two thirds of participants elaborated on the beneficial effects of finding a community of TGNC peers. They felt it helped them to understand their own gender identity and in some cases helped to decrease NSSI.
Like, I didn't really come out until . . . or even, like, think about it until 2014 when I went to the Trans Health Conference. Like, I didn't even know it was a thing. Um, but yeah, so like I guess kind of like seeing people at that conference, like, kind of just being their true selves, like, something always kind of felt off but, like, [before] I didn't have words for it. Like, it was just like, "Okay, that's just . . . I'm . . . you know, pick man or woman." Like, I have to pick one. (Participant 7, age 28) For some participants, support from TGNC peers was described as more helpful than support from cisgender friends. Speaking about the benefits of attending a support group for transmasculine youth, one participant stated, This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Not only was a community of TGNC peers perceived to be beneficial in understanding one's gender identity, increasing selfacceptance, and receiving social support, but it also helped some participants to avoid NSSI. In response to the question about what helps him to avoid NSSI, one participant replied,
The guys at my group or the people at my group. They're amazing too. They help so much. Even if I do not talk. Just hearing them and seeing that wow they're struggling like I am. And to me they're put together, but to them they're not. So it's kind of I feel bad, but it's kind of comforting that they have like that I can share that struggle and that stress with them. Kind of like that camaraderie thing. (Participant 15, age 21) Two thirds of participants shared the impression that many TGNC people engage in NSSI. Expressing the view that NSSI is common among TGNC people, and that a TGNC person who has not self-injured is a rarity, one participant said, 
Discussion and Conclusions
This study revealed the range of stressors experienced by transmasculine spectrum people who report NSSI and the ways that NSSI helped participants cope with challenges from various sources. Early life minority status, represented by nonconformity in gender identity and gender expression, was a source of stress that in conjunction with adverse childhood experiences led to increased vulnerability to NSSI. Minority identities were often initially lesbian or bisexual before transgender or gender nonconforming. Consistent with the minority stress model, participants' narratives reflected that the stigma associated with these identities contributed to NSSI. Participants with nonbinary gender identities appeared to experience extra high stress from others' lack of understanding of their gender identity, which seemed to further increase vulnerability to NSSI. This is consistent with previous quantitative research that noted higher rates of NSSI among genderqueer participants than among their entire sample of transgender people (dickey et al., 2015) .
The proximal minority stress processes of expectations of rejection and of concealment were particularly strong themes arising from our interviews. Based on negative reactions from others during early experiences of disclosure of minority identity or NSSI, participants often chose to later conceal these aspects of themselves. Participants felt that simultaneously concealing multiple aspects of themselves (gender identity, NSSI) increased their stress and contributed to isolation and further NSSI. For some participants, NSSI seemed to play a role in the minority stress model's resilience factors of coping and social support. These participants saw NSSI as a way to regulate emotions and meet social needs that they felt they could not meet in other ways. Some participants indicated that NSSI provided a sense of independence and reduced their need for social support, while others reported that it increased their access to support from friends or mental health professionals. These findings are consistent with the social situation regulation functions of NSSI in Nock's model of NSSI.
While the minority stress model and Nock's model of NSSI guided our study, a number of themes emerged that reflect stress inherent to tasks of the transgender identity development process, particularly during the precoming out, coming out, and exploration stages of this process (Bockting & Coleman, 2016) . For example, participants described stress associated with initially not having the words to describe their gender identity (precoming out) and acknowledging one's transgender identity to others (coming out), and how stress associated with these developmental tasks increased their vulnerability to NSSI. When obtaining support from transgender peers (a hallmark of the exploration stage of identity development), some participants described reduced NSSI.
In addition to coming out as transgender, participants described coming out as a person who self-injures. Coming out as a person who self-injures included online exploration and use of the Internet to connect with others who self-injure. These actions have been found to be beneficial in reducing isolation and providing acceptance, validation, and emotional support while running the risk of reinforcement of NSSI through normalization, validating NSSI as an identity, and potentially thwarting recovery (Lewis & Seko, 2016) . Indeed, some participants in our study acknowledged that finding peer support based on the identity of a self-injurer exacerbated their NSSI behavior.
The sample of the larger study from which this subsample was drawn was obtained through venue-based recruitment followed by quota sampling in three metropolitan areas in the United States. As a result, findings may not be transferable to other geographic regions, for example because of differences in the availability of resources for TGNC people. However, this approach to sampling did allow us to compose a sample diverse in race/ethnicity. While limited in generalizability, the qualitative method used in this study was appropriate for the current state of the knowledge in this field because this topic is poorly understood. Quantitative research has identified the high rates of NSSI among transgender populations, but foundational qualitative work is needed to improve our understanding of the meaning of self-injurious behaviors among transgender people. Qualitative methods are particularly important for this topic because both transgender identity and self-injurious behaviors are stigmatized and understudied . Therefore, our semistructured qualitative interviews were well suited to gain insight into transmasculine spectrum participants' experiences of NSSI.
Clinical Implications
Our findings lend support for a number of recommendations made in clinical practice guidelines and texts advocating for a holistic approach to working with TGNC people set forth by the This document is copyrighted by the American Psychological Association or one of its allied publishers.
American Counseling Association (Burnes et al., 2010) , and the American Psychological Association (2015; DeBord, Fischer, Bieschke, & Perez, 2017) . While these guidelines emphasize that mental and physical health issues including NSSI may affect transgender identity development, our findings add that, in turn, identity development may affect NSSI (i.e., the path may be bidirectional). Therefore, in addition to implementing clinical interventions to reduce NSSI, providers should consider the overall developmental trajectory and facilitate transgender identity development in tandem with managing NSSI. Coping strategies have been found to vary by stage of gender transition (Budge, Adelson, & Howard, 2013) ; thus the use of NSSI to cope with stress may be subject to change as identity development progresses. Professional multicultural guidelines recommend that clinicians screen for a range of mental health concerns that may impede healthy development and adaptation among transgender people (American Psychological Association, 2015; Burnes et al., 2010) . Findings from our study indicate that an accumulation of stressors across childhood, adolescence, and early adulthood may increase vulnerability to self-injurious behavior among transmasculine spectrum people. Health care providers should screen for adverse childhood experiences (e.g., childhood abuse or neglect) among transmasculine spectrum individuals who engage in NSSI and offer trauma-informed interventions if needed. Our study's findings suggest that health care providers should also be cognizant of risky health behaviors other than NSSI, such as misuse of medication, alcohol, or other illicit substances and disordered eating behavior. Professional guidelines urge clinicians to facilitate client access to clinical and community resources to promote resilience (American Psychological Association, 2015; Burnes et al., 2010) . Our findings underscore that NSSI-specific resources may be beneficial but may also have unintended effects (i.e., reinforce the behavior); hence, careful coordination of care and monitoring of progress is essential.
Our findings confirm the importance of fostering gender literacy, including an understanding that gender is nonbinary and that, although distinct constructs, gender identity and sexual orientation are interrelated (Diamond, Pardo, & Butterworth, 2011) . Participants with nonbinary identities as well as participants who came out multiple times with different sexual orientation identities and gender identities described elevated levels of minority stress further increasing their vulnerability to NSSI. Clinicians must be aware of the potential increased vulnerability of clients with nonbinary identities to societal invalidation and corresponding stress to provide support and interventions to facilitate selfunderstanding and identity pride as a means of promoting resilience. Individual support for TGNC youth who are coming out, sometimes multiple times with different identities, is important to counteract the negative impact of social rejection on NSSI and other health outcomes. Family-level interventions should be implemented to increase family acceptance and support because this is a known protective factor for sexual and gender minority youth (Ryan, Russell, Huebner, Diaz, & Sanchez, 2010) . Research is needed to further illuminate nonbinary identities and changes over time in gender identity and/or sexual orientation to inform the work of clinicians in facilitating development, health and wellbeing of transgender populations.
Policy Implications
Supportive policies are needed to reduce stigma and better accommodate TGNC people in society, thereby lowering stress, decreasing isolation, and promoting healthy development. Pressure to conform to gendered expectations likely has a negative influence on children's and adolescents' psychological wellbeing (Jewell & Brown, 2014; Yunger, Carver, & Perry, 2004) . Parent education programs should highlight the potential harm caused by rigid enforcement of gender norms and teach ways in which parents and caregivers can support children and adolescents in exploring gender expression and identity. Teachers, school guidance counselors, nurses, staff, and administrators should be knowledgeable about TGNC identities and be prepared to support students, particularly because victimization based on gender nonconformity in the school setting may have long range negative effects on psychosocial adjustment (Toomey, Ryan, Diaz, Card, & Russell, 2010) . Schools can include gender literacy in their curriculum and establish student support groups to create a safer environment for TGNC youth (Toomey, Ryan, Diaz, & Russell, 2011; Toomey, McGuire, & Russell, 2012) .
Further policy development is needed to improve and sustain access to competent health care for TGNC individuals, both gender-affirming and general health care. Ongoing training for providers and health systems is needed to lower the multiple barriers to care that still exist (Safer et al., 2016) . Counseling psychologists can advocate for improved access to care and support services. Counseling psychologists can also play an active role in addressing structural inequalities facing TGNC people by advocating for social justice as part of their practice and research activities (Mallinckrodt, Miles, & Levy, 2014) . Such advocacy may take the form of public speaking, organizing at the community level, or scholarship and publications in the scientific literature as well as popular press. Finally, legislation is needed to combat discrimination and ensure equal opportunities for TGNC people in such areas as housing, employment, and public accommodation, which have been linked to better health for gender minority populations (Perez-Brumer et al., 2015) .
Directions for Future Research
This study advanced our understanding of NSSI among transmasculine spectrum individuals highlighting the importance of minority stress processes and of identity development. Findings from our study suggest that minority stress processes including concealment and expectations of rejection are important contributing factors to NSSI for gender minority people. Future quantitative research should investigate predictors of NSSI among TGNC people to inform evidence-based interventions for NSSI. Longitudinal research is needed to further understand changes in patterns and functions of NSSI over the course of transgender identity development. Relevant themes identified in our study reflected the earlier stages of identity development (precoming out, coming out, and exploration); future research should also explore vulnerability and resilience to NSSI during later stages (intimacy and integration; see Bockting & Coleman, 2016) . The belief voiced by some participants that NSSI is common among TGNC people should be examined further to better understand the affiliative function NSSI may serve for TGNC individuals facing isoThis document is copyrighted by the American Psychological Association or one of its allied publishers.
lation as theorized and observed in other identity groups (Nock, 2008; Young, Sproeber, Groschwitz, Preiss, & Plener, 2014) . Future research should also examine disparities in NSSI among transfeminine spectrum people. Although some findings from our study of transmasculine spectrum individuals may be generalizable to transfeminine spectrum individuals (e.g., stress related to childhood gender nonconformity and coming to understand one's identity), there may also be some important gender differences. For example, in the general population, cisgender men are more likely than cisgender women to self-injure in the context of anger or substance use (Whitlock et al., 2011) , and masculine gender norms may influence the form and function of NSSI among men (Green, Kearns, Ledoux, Addis, & Marx, 2018) . Finally, as sampling frames become available, NSSI should be investigated using probability samples of TGNC people to better understand prevalence and correlates of NSSI among this minority population and inform intervention and policy development to promote TGNC people's health and wellbeing.
